Post-operatively, some pleural fluid loculated anteriorly because of the incomplete expansion. Convalescence was satisfactory and the patient's respiration was considerably improved (Fig 3) .
Histological examination of the cyst revealed a fibrous wall, hyaline with areas of calcification on the outside and lined by cuboidal epithelium, flattened in places, on the inside. Comment: The origin of the 'cyst' is uncertain as the remainder of the lung appeared normal. It may have been congenital, i.e. an anepithelial cyst (Belcher & Siddons 1954) , or represent the extrusion of a massive single bulla derived from one or two lobules. The association of gout with steatorrhoea seems at first to be fortuitous. However, since anemia is a prominent feature of the malabsorption states this could provide a possible link, for gout is a fairly frequent complication of the blood dyscrasias (Talbott 1959).
REFERENCE
Case Report E C, male, now aged 55 In 1952, this patient was seen because of weight loss, pallor, and the recent onset of gout. At that time he had a macrocytic anmmia with a normoblastic marrow and free acid was found in the stomach contents. He had several attacks of gout in his big toes every year from 1952 to 1960. In 1955, following an episode of melkna, his bone marrow was shown to contain megaloblasts and, shortly afterwards, a diagnosis of steatorrhcea was confirmed by a fical fat excretion of 12 g in twenty-four hours. He was treated with folic acid, cyanocobalamin and probenecid with improvement of his anaemia and decrease in severity of his gout. In 1960 severe pain and stiffness in his legs developed and increased until he became unable to walk. The persistence of the pain led to his admission to hospital in 1961.
At this time he was observed to be tall (71 in.) but underweight (119 lb), markedly pigmented, and without glossitis or tophi.
Investigations: Moderate anemia (Hb 75% with anisocytosis, poikilocytosis and anisochromia), intermittent proteinuria. Serum alkaline phosphatase 20 K-A units, serum calcium 8, uric acid 7 8 mg/100 ml. Prothrombin time 27,sec (control 17 sec). Absorption tests with radioiodine-labelled triolein confirmed the malabsorption. Radiographic study of various bones revealed widespread fractures and pseudofractures. Barium meal showed an abnormal small gut pattern but no diverticula were seen.
After the addition of vitamin D and calcium lactate to his previous therapy he made some improvement, but it was not until after he started a gluten-free diet that he made good progress, and regained weight and vigour.
Comment: This patient is interesting because he presented in middle age with anmmia and osteomalacia from malabsorption, without a history of bowel disturbance, and he responded excellently to a gluten-free diet. Whereas gout is a well-recognized complication of the therapy of pernicious anmmia it has only been reported rarely in the megaloblastic anmmia of steatorrhoea.
The theoretical aspects of this case in relation to disturbances of folic acid metabolism are being reported elsewhere.' Case Report E N, male West Indian, aged 38, was first seen on February 7, 1961, ten days after biopsy of an enlarged left epididymis had shown tuberculosis. The left scrotum was swollen, hard and about 16 cm in diameter. The left vesicle was easily palpable. The scrotal incision failed to heal and an ulcer 2 cm in diameter developed.
Streptomycin 1 g, isoniazid 400 mg, and paraaminosalicylic acid 15 g, were given daily for three months. The streptomycin was then reduced to 1 g twice weekly as the ulcer was clean and the scrotal contents smaller. One month later the ulcer had healed, but the epididymis remained greatly swollen. In January 1962, the streptomycin was stopped; isoniazid and P.A.S. were continued as before. 9.2.62: There is no adhesion between the scrotal wall and contents. The testis feels normal and the epididymis is only slightly firmer than its fellow on the right. The left vesicle is not palpable. The following cases were also shown: The temperature chart showed a relapsing type of pyrexia (Fig 1) 
